Granular cell tumor of the common hepatic duct as an unusual cause of jaundice
in a hepatitis C patient: looking beyond the tip of the iceberg!
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Granular cell tumors (GCTs) are rare, benign mesenchymal tumors of Schwann cell
origin. Since they were originally described by Abrikossoff in 1926, most GCTs have
been described in the dermis, oral area, or subcutaneous tissue of the chest and arms.
Only 5%-9% of reported cases have involved the gastrointestinal tract and fewer than
1% of cases have occurred in the biliary tract. Tumors involving the bile duct are
difficult to distinguish radiographically from more common etiologies of biliary
stricturing, and a tissue diagnosis is difficult to obtain endoscopically. Diagnosis and
treatment is most often made via surgical resection.

• GCTs of the bile ducts are extremely rare, with fewer than eighty cases reported in
the literature.
• These benign lesions are more common in young women, especially in African
Americans; a high index of suspicion is needed when evaluating a biliary mass in
this population.
• Timely investigation of any bile duct lesion is important to prevent complications of
biliary obstruction and exclude malignancy.
• Obtaining tissue endoscopically can be difficult, and surgical excision is both
diagnostic and curative.

Case report

• Thorough excision is required to prevent local recurrences secondary to incomplete
removal.
• If left untreated, GCT can cause luminal obstruction leading to secondary biliary
cirrhosis and hepatic failure necessitating liver transplant.
• Long-term follow-up after removal is essential to monitor for any recurrence, in
order to prevent the complication of secondary biliary cirrhosis.
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Figure 2: ERCP with cholangioscopy. 2A: Cholangiogram revealing a 15 mm irregular fixed filling
defect in CHD just proximal to the cystic duct. 2B: Cholangioscopic image of the CHD mass

• This case emphasizes the difficulty in diagnosing GCT of the biliary tree with
radiographic and endoscopic techniques. Furthermore, the patient’s acute
hepatitis, possibly due to a hepatitis C infection or an ischemic injury from
cocaine, further confounded the diagnosis.
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Figure 3: Photomicrographs showing a proliferation of tumor cells within the bile duct mucosa and
submucosa. The cells have eosinophilic and granular cytoplasm, with no significant cytologic atypia.
No mitosis is identified. (H&E stain; Magnification 3A: x20, 3B: x200).
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Figure 4: The tumor cells are diffusely
and strongly positive for S-100 on
immunohistochemical stain
(Magnification x100).
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